The purpose of this study was to determine rates of divorce in parents of children with various types of craniofacial anomalies and to analyze possible confounding factors.
M
arriage is a complex relationship with many internal and external factors influencing its evolution and stability. The birth of any child can have a profound impact on the family. However, a child with chronic illness, such as a craniofacial deformity, can be an overwhelming burden that destabilizes the whole family system.
There is a body of literature regarding the effects of a child with chronic illness on the parental relationship. While results are mixed, there is convincing evidence that a child with a chronic illness leads to a greater degree of marital distress. 1 Many researchers support the idea that divorce and separation are significantly higher among populations of parents of children with chronic illness. [2] [3] [4] [5] However, there are also numerous reports to the contrary. [6] [7] [8] [9] [10] [11] [12] [13] Parents of children with craniofacial anomalies are confronted with unique social and psychological challenges. Financial and physical burden, psychosocial adjustment difficulties, changes in parenting roles, social isolation, frequent hospitalization, denial, disappointment, and grief are some of the issues these parents face. [14] [15] [16] [17] [18] Parents do not expect the birth of an imperfect child. 19 Failure of one or both parents to accept the child with a facial anomaly can result in polarization of the relationship, feelings of isolation, and diminished communication. The result is marital distress and possible estrangement. 20 Significant stress also develops due to the complex long-term nature of habilitating a child with a craniofacial anomaly. The need for multiple hospitalizations and major surgical procedures places tremendous demands on the ability of these families to cope. Families with adequate emotional and material means usually survive these pressures. However, families with few emotional resources available within the extended family or those experiencing external stresses, such as financial difficulties, can collapse. 14, 17, 21 Support from family and friends appears to be particularly important in determining the parents' ability to cope with a deformed child. 22 It is intuitive that there are likely to be differences in psychological adjustment between the parents, based on differences in severity and timing of illness, when considering the impact the illness can have on the marital relationship. 23 Early attempts to study the differences in severity of craniofacial deformities separated anomalies into symmetric and asymmetric categories. 24, 25 Both studies concluded that symmetric anomalies are perceived as more severe than asymmetric deformities. Padwa et al 25 further suggested that this difference is due to the whole face being viewed as abnormal in contrast to asymmetric deformities, where half the face is normal. This finding is counterintuitive to the concept that asymmetric deformities are more obvious than symmetric anomalies. Furthermore, others have concluded that the nature of disfigurement is not a factor in psychological adjustment of either the child or the family. 26, 27 Several studies document the marital stress encountered by parents of children with craniofacial anomalies. 20, 21, [26] [27] [28] [29] The complexity of human interactions makes it nearly impossible to identify variables that act independently to determine an outcome. However, it is possible to specify factors that are more influential than others. The purpose of this study was to analyze those factors that are important determinants of marital destabilization in the family of a child with a craniofacial anomaly.
MATERIALS AND METHODS

A
29-question retrospective survey was designed to evaluate current marital status and was sent to the parents of all children registered in the craniofacial program at Children's Hospital between 1992 and 1997. Parents were asked about stability of the relationship before birth, effects on the relationship after the birth, whether the craniofacial deformity was a factor leading to divorce, and perceived involvement of the other parent regarding decisions about the child.
Data were also gathered about the nature of the child's craniofacial anomaly to determine if this was a contributing factor in marital stability. Posterior deformational plagiocephaly was used as a control group, and rates of divorce versus nondivorce were compared with all other craniofacial anomalies. Posterior deformational plagiocephaly is a minor anomaly that is barely visible and easily correctable by nonsurgical means. 30 The other malformations were separated into asymmetric (i.e., hemifacial microsomia, unilateral coronal synostosis, unilateral cleft lip, and cleft lip/palate) and symmetric (i.e., syndromic craniosynostosis, orbital hypertelorism, and Treacher Collins syndrome; Table 1 ). Comparison was also made using a classification of anatomic severity: major anomalies (unilateral coronal synostosis, hemifacial microsomia, craniosynostosis, orbital hypertelorism, and Treacher Collins syndrome) versus minor anomalies (cleft lip, cleft lip/palate; Table 2 ).
RESULTS
S
urveys were sent to both parents of 412 families; 403 surveys were returned, and results were evaluated for 275 families (67%). Analysis of frequency revealed an overall divorce rate of 6.8% at the time of questioning. Anomalies associated with the highest rates of divorce, in order of frequency, were hemifacial microsomia (24.0%), syndromic craniosynostosis (12.2%), and cleft lip/palate (6.8%). The divorce rate for the posterior deformational plagiocephaly control group was 0.0%. An additional 4.9% of parents reported separation. Two-sided Fisher exact test was significant at .030 when comparing rate of divorce between the control anomaly (deformational plagiocephaly) and all other anomalies. Separation of craniofacial deformities into groups of asymmetric versus symmetric anomalies showed no significance in divorce rate (P > .05). Similarly, there was no statistical difference when anomalies were categorized as major versus minor. Stability of the relationship before the birth of the affected child revealed that among nondivorced couples, 79% reported a strong relationship compared with 23% of divorced couples. Fifty-nine percent of divorced couples reported periodic problems, whereas 14% of nondivorced couples reported problems. Significant marital problems existed in 12% of divorced couples versus in 4% of nondivorced couples. Separation before birth of the child occurred in 6% of divorced couples and in fewer than 1% of nondivorced couples. Pearson chi-square was significant at P < .001 (Table 3) .
Forty-seven percent of nondivorced couples responded that birth of the child strengthened the relationship compared with only 5% of divorced couples. In contrast, 41% of divorced parents reported that the birth of the child worsened the relationship compared with 13% of nondivorced parents. These findings were significant (P < .01; Table 4) .
Among divorced couples, 31% reported that the presence of a craniofacial deformity contributed to their decision to dissolve the marriage; 59% reported that it did not; and the remaining respondents were uncertain.
Analysis of responses regarding involvement of the opposite partner in decisions about the child showed that 67% of divorced mothers did not view the husband as actively involved in decision making compared with only 6% of married mothers. No father reported a similar claim about the mother. Results were significant at P < .001.
DISCUSSION
C ompared with the control group, divorce rates were higher in families coping with a craniofacial anomaly, and the frequency was higher for specific abnormalities. However, asymmetry and anatomic severity did not seem to be important variables. A study of marital stability in parents of children with spina bifida also indicated that there was no relationship between severity of illness and the likelihood of divorce. 5 This is further supported by Speltz et al, 26 who suggested that parental reaction to a child with a craniofacial anomaly was more dependent on maternal psychological status and marital functioning than the nature of the disfigurement. Furthermore, Campis et al 27 showed that degree of facial disfigurement had no relationship to either child or maternal psychological functioning and adjustment. Results of our study support the concept that marital function has a critical impact on parental reaction. Rather than differentiating perceived severity of a major craniofacial anomaly, it seems more important that an anomaly exists, and it is this factor alone that determines whether a marriage will survive.
A previous study from our unit reported marital statistics of parents of children with craniofacial anomalies, although no attempt was made to interpret these data. 27 In that study, the overall divorce rate was much higher (19%) than in this report (6.8%). However, it is difficult to draw comparisons since there are likely differences in sample selection. Similarly, it is difficult to compare divorce rates of parents of children with craniofacial anomalies with those in the general population. However, if parents of children with posterior deformational plagiocephaly, a minor anomaly, can be viewed as representative of a "normal" population, our results indicate that divorce rates are higher among the families of a child with a craniofacial malformation.
Presumably there is little stress when a child has deformational plagiocephaly. For most children, it is not apparent at birth but becomes gradually worse over time. Furthermore, these children are seen as normal in the frontal projection, even with major posterior cranial asymmetry. Benson expressed the opinion that timing of onset was particularly important when measuring impact on the parental relationship. With deformational plagiocephaly, there is a period of time allowing the parents to adjust an existing relationship with an "undamaged child" to a new relationship with a deformed child. Furthermore, the parents understand that deformational plagiocephaly will improve with positioning and cranial molding. In contrast, the structural craniofacial deformities are readily apparent at birth, leaving parents with the immediate stress of caring for a deformed child and allowing no time for adjustment. This may be particularly true for hemifacial microsomia, for which was found the highest overall divorce rate (24.0%), and syndromic craniosynostosis (12.2%). Speltz supports the view of visible impairment. He compared a population of cleft lip/palate patients with cleft palate or sagittal synostosis patients. 31 In this group, more than 30% of mothers of children with cleft lip/palate were single. Children with major craniofacial anomalies are readily perceived as being abnormal, requiring major surgical intervention that may not completely eradicate the anomaly. It is likely that visible impairment, regardless of its severity, is a key factor in the additional stress placed on the parents.
This study revealed that stability of the marital relationship before the birth of a child with a major craniofacial anomaly is a major determinant in the long-term outcome of the relationship and the potential for estrangement. The majority of divorced couples (59%) reported that the relationship was in jeopardy before the birth of the child compared with only 14% of nondivorced couples. This finding is consistent with earlier studies of marital stability in parents of children with spina bifida, which indicated a child with an illness is a considerable stress on the relationship. Martin 4 reported that in 75% of divorced parents of children with spina bifida, the marriage was previously strained, and the birth was perceived as an additional stress and major factor in divorce. In a similar study, parents of children with congenital rubella reported that two thirds of the marriages that ended in divorce experienced difficulties before the birth. 32 Therefore, it seems that the additional stress associated with caring for a child with a craniofacial malformation is significant enough to lead to marital collapse.
However, divorce and separation are not the inevitable outcome of having a child with a chronic illness or craniofacial deformity. There are many researchers who support the concept that this child can enhance the dynamics of the relationship, resulting in greater stability. [33] [34] [35] This study showed that onehalf (47%) of nondivorced couples reported the relationship was stronger following birth of the child. In contrast, only 5% in the divorced group reported a similar finding, whereas 41% reported the relationship was made worse. These findings indicate that birth of a child with a craniofacial anomaly is a significant variable that can have a major impact on the parental relationship. However, in most cases, the additional pressure of having a child with a craniofacial deformity is not sufficient or the sole determinant in the decision to end the relationship. Data collected from divorced couples regarding the severity of the anomaly in their child and its influence on their decision to dissolve the marriage further support this idea. Fiftynine percent reported that the anomaly was not a contributing factor in the divorce.
The majority of divorced mothers (67%) believed there was a lack of support from the father regarding decisions about the welfare of the child. This finding could be ascribed to any number of reasons, but the result is additional stress placed on the mother, who feels she must cope alone in caring for a child with a craniofacial deformity.
Pless and Perrin 36 believe that the resultant stressors on parents are similar for all pediatric chronic illnesses. The birth of a child with a major craniofacial anomaly has a significant impact on the family unit and particularly on the parental relationship. While frequencies of divorce for hemifacial microsomia and syndromic craniosynostosis groups were notably higher than the overall rate for this population, we did not find a significant relationship between severity of disfigurement and likelihood of divorce when groups were categorized into symmetric versus asymmetric and major versus minor. However, comparing deformational plagiocephaly with remaining anomalies showed that divorce rates among parents of children who are essentially normal were significantly lower than parents of children with readily visible, difficult to correct deformities. For couples with a stable relationship, birth of a child with a craniofacial anomaly often enhanced the marriage and brought the couple closer together. For couples whose relationship was in jeopardy, the birth was an overwhelming event that only served to further destabilize the marriage, resulting in divorce.
Interdisciplinary care of the child with a craniofacial deformity must address the physical, psychological, and social aspects. The child is not the sole focus of rehabilitation, and the family as a whole becomes the patient. It may be possible to identify those families at risk for divorce. Early intervention may be able to save marriages that could not other-wise withstand the additional stress of caring for a child born with a craniofacial anomaly.
